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Abstract
The United States (U.S.) is known for its quest for knowledge, innovation, and advancements in
all disciplines. However, it has the highest maternal mortality ratio (MMR) among developed
nations. The US MMR increased from 12.7 to 17.4 per 100,000 live births between 2007 and
2018. Over 60% of these deaths are preventable, indicating room for improvement. African
American or non-Hispanic Black women are disproportionately affected, at over twice the rate of
their non-Hispanic White and Hispanic counterparts. The proximal (e.g., individual level)
determinants have not been able to fully explain these inequities. Using the socio-ecological
model and the social determinants framework, this systematic review will synthesize the
literature on community and societal determinants of maternal deaths among African American
women.
Key Words: maternal mortality, inequity, social determinants, racial disparity
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Maternal Mortality: A Growing Health Inequity in America
Research Problem
Introduction and Background
The United States (U.S.) is often regarded as one of the most successful, powerful, and
capable countries in the world. For example, the U.S. News and similar polls have recently
ranked the U.S. as the 7th best country in the world (Drew, 2020). This prestige comes from
America’s reputation of industrial, technological, and even medical innovation throughout
history. However, while not publicized excessively, there are some pieces of the American
society that alone would paint a very different picture of the so-called 7th best country in the
world.
While the U.S. has made large strides in medical innovations, it ranks last among seven
other developed nations on several health system indicators including health status, quality of
life, access to care, equity, and quality of care (The Commonwealth Fund, 2021). Some health
indicators, such as maternal mortality, have not just remained stagnant in progress but have
regressed significantly in the opposite direction. As a nation that prides itself in advancements
across all areas, this is very alarming. To be clear on the issue at hand, maternal mortality is
defined as “the death of a woman while pregnant or within 42 days of termination of pregnancy,”
and pregnancy related deaths are defined as “the death of a woman while pregnant or within 1
year of the end of pregnancy regardless of the outcome, duration, or site of the pregnancy —
from any cause related to or aggravated by the pregnancy or its management” (Centers for
Disease Control and Prevention, 2020, para. 1). Studies conducted over the past 30 years have
shown an increase in maternal mortality in the United States (Tikkanen et al., 2020). The Centers

A GROWING HEALTH INEQUITY IN AMERICA

5

for Disease Control and Prevention’s (CDC) Pregnancy Mortality Surveillance System indicates
that pregnancy-related deaths in the U.S. steadily increased from 7.2 deaths per 100,000 live
births in 1987 to 17.3 deaths per 100,000 live births in 2017 (Centers for Disease Control and
Prevention, 2020). As reference, there are at least 55 other countries ranked above America with
maternal deaths as low as 1 per 100,000 live births (Centers for Disease Control and Prevention,
2020). This means that while many other parts of society have been progressing and improving
over the last 30 years, the mothers of America are in increasing danger with every child they
bear.
Significance of Project
Unfortunately, the research behind the issue of maternal mortality is not so cut and dry.
Numerous articles and studies regarded as trustworthy sources of information open with the
statement “the reasons for the overall increase in pregnancy-related mortality are unclear”
(Centers for Disease Control and Prevention, 2020, para. 3). Not only does most of the world not
know about this issue, but the reasons behind this increase in maternal mortality in the U.S. have
not been thoroughly researched or analyzed. Importantly, the research is clear on one thing, this
issue does not affect all women of the United States to the same degree. When the overall
statistic of maternal mortality is stratified by race and ethnicity, the non-Hispanic Black women
of America are far more likely to die during pregnancy or due to pregnancy-related
complications. From 2014-2017 maternal mortality rates for non-Hispanic Black women were
41.7 per 100,000 live births compared with 28.3 for non-Hispanic American Indian or Alaska
Native, 13.8 for non-Hispanic Asian or Pacific Islander, 13.4 for non-Hispanic White, and 11.6
per 100,000 livebirths for Hispanic or Latina women respectively (Centers for Disease Control
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and Prevention, 2020). The data clearly show that Black women of America are more than twice,
and in some cases, three times as likely to die from pregnancy-related complications than any
other racial/ethnic groups in the U.S. This inequity is alarming.
Now that the problem has been discussed, the more important piece to this reality is an
understanding of the reasons behind the increasing trends in maternal mortality and current racial
and ethnic inequities in the U.S. While most research studies have focused on examining the
individual-level risk factors or determinants of maternal mortality, this research shows that these
proximal (e.g., individual-level) determinants have not been able to fully explain these inequities
(Crear-Perry et al., 2021). This issue is of great importance in the world of public health not only
because a significant portion of the U.S. population is at risk, but because studies show that over
60% of these deaths are indeed preventable (Hoyert et al., 2020). The fact that something can be
done about this issue makes it an excellent topic of study and further discovery in the fields of
medicine and public health.
Research Questions and Purpose Statement
This study synthesizes the literature on multi-level determinants of maternal mortality
among African American or non-Hispanic Black women, with emphasis on the social
determinants and their interrelationships. More specifically, this study aims to answer the
following research question: What factors contribute to the incidence of maternal mortality
among non-Hispanic Black women in the United States? The purpose behind this study is to
bring to light an issue much of the American society has ignorance towards. In doing this, steps
can be made on multiple levels of society to help alleviate some of the suffering experienced by
women in America. By examining the interrelationships between various determinants, this
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thesis provides actionable recommendations for public health practice, policy, and future
research to improve maternal health outcomes for non-Hispanic Black women.
Methods
Theoretical Framework
There are multiple guidelines and frameworks that comprise this research. Specifically,
this study consists of an integrative review design, using the PRISMA guidelines as a
framework. The PRISMA guidelines take the review process from stages of identification to
screening, eligibility, to finally the articles being included in the final synthesis. These guidelines
are defined as “an evidence-based minimum set of items for reporting in systematic reviews and
meta-analyses” (PRISMA, 2021, para. 1). They are often used in systematic reviews such as this
and help authors improve their process of reporting (PRISMA, 2021). A filled-out example of
the PRISMA framework that guided this study is included in Appendix A.
Not only are the PRISMA guidelines paramount to the workings of this study, but both
the Socio-ecological Model (SEM) and the Social Determinants of Health framework also guide
the systematic literature search, synthesis, and analysis of the issue of maternal mortality in
America. For a clear understanding of these terms, determinants are defined as factors that
influence health status and outcomes (Healthy People, 2020). These determinants can range from
factors such as physical characteristics, to place of residence, to socioeconomic status, and more.
This is because almost everything in life impacts one’s health and wellbeing one way or another.
According to the SEM, determinants can range from individual to public policy related factors.
The SEM derives from the works of Urie Bronfenbrenner, a well-known development
psychologist. The SEM posits that human behavior and health outcomes shape and are shaped by
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multiple levels of influence including intrapersonal or individual factors, interpersonal factors,
institutional or organizational factors, community factors, and public policy factors (Mckenzie et
al., 2016). In other words, individuals influence and are influenced by their families, social
networks, the organizations they interact with (work, school, religious, etc.), the communities of
which they are a part, and the society in which they reside (Mckenzie et al., 2016). This SEM
helps organize findings on the reasons behind the excessive mortality of African American
women into specific levels of influence. In turn, themes and overarching patterns have been
synthesized based off the aggregation of findings in the various spheres of influence from the
SEM. For an in depth look at the organization of the SEM as it relates to this study see Appendix
B. Overall, the SEM is a key piece to this study and its implications on levels of influence
starting at the individual and expanding to public policy influence.
Inclusion Criteria
The inclusion criteria for this review help decide which sources could be used in the final
synthesis and analysis of this project. The inclusion criteria require sources to be
considered primary or original research. This includes qualitative, quantitative, and mixed
methods studies. The sources are all high quality- being scholarly or peer reviewed. The criteria
also require the sources to investigate an association between at least one determinant and
maternal mortality/pregnancy-related death. The studies are all to be conducted in the United
States. They must present stratified findings on African American/non-Hispanic Black women.
Finally, they are to be written in English to avoid loss of meaning or confusion among inaccurate
translation. There are no limits applied based on date. The reasoning behind this expanded date is
to capture as much data as possible, as well as cultivate a deeper understanding of these maternal
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mortality trends over time. In summary, this inclusion criteria guided the beginning stages of the
search as discussed below.
Data Analysis Methods
In adherence to the inclusion criteria discussed above, each article retrieved from the
search was accounted for, and then discarded or kept. Those articles meeting the inclusion
criteria were fully reviewed and examined for quality. The specific process of narrowing down
usable search results followed the PRISMA framework detailed earlier. The first step of the
retrieval process was entering the specific search terms in the databases PubMed, PsychInfo, and
CINHAL. The retrieval of initial sources makes up the identifying portion of the PRISMA
framework. After this, each of the results were combed to remove any duplicate citations found
from the multiple databases. Duplicates were discarded and the remaining sources went through
their preliminary screening. This first-level of screening included an overview of the titles and
abstracts of each citation. Sources were again discarded if the abstract indicated inclusion criteria
were not met, and/or if exclusion criteria were present. After this screening, source eligibility
was looked at. This step involves a full-text reading of each article that passed the preliminary
screening. Articles in this stage were once again discarded if they violated any part of the
inclusion or exclusion requirements. Those that remained were to be included in the systematic
review that composes this study. Articles meeting all the criteria and making it through each of
the four stages went through a process of data extraction and sorting of information into the
appropriate level of the SEM. Data extraction was organized through a table that includes
sections for author, year, study design, study population, sample size, determinants reported, and
outcomes reported. This serves as an evidence table to aid in the organization of information and
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allocation of findings among the usable sources. The process concludes with a synthesis of the
common themes of determinants of maternal mortality among African American women in the
United States. This synthesis involved extraction of quotes, facts, ideas, and statements from the
articles included in the tables that were relevant under each of the spheres of the SEM. For
reference, the spheres of the SEM are individual, interpersonal, organizational, community, and
public policy related factors (Mckenzie et al., 2016). An example of the data extraction table
used for the synthesis of material can be reviewed in Appendix C.
Presentation of Findings
Overview of Findings
Using the detailed methods described, the first search resulted in a retrieval of 874
sources. The breakdown of sources per database is as follows: 631 from PubMed, 198 from
CINAHL, and 45 from PsycInfo respectively. Additionally, 34 sources were identified in a hand
search through other sources. After the first review of sources, 9 sources were removed as
duplicates. In the preliminary screening, 811 records were excluded. The basis of exclusion
revolved around several main issues. For example, commonly found were studies not classified
as empirical studies, not including maternal mortality or pregnancy-related death as an outcome,
not including Hispanic Black/ African American participants, as well as findings that were not
stratified by race or ethnicity. For the eligibility phase, 97 articles remained to undergo a full text
reading. Of these 94 articles, 54 of them were excluded for reasons including but not limited to:
inaccessible full-text documents, maternal mortality not being listed as an outcome, and findings
not stratified by race or ethnicity yet again. At the end of each of these three phases of the
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PRISMA framework, 43 articles remained to be included in the full text synthesis of this study
(see Appendix D for list of all 43 articles).
Summary of Literature
Article Type and Quality
Among the 43 articles included in this study, there are various themes in the types of
articles that present themselves. It is important to note that 21 of the included citations are
published between the years of 2015 and 2021, with the next 15 articles originating from the
years 2000-2014. This means many of the articles relevant to the topic of maternal mortality,
contributing significant information stratified by race and ethnicity, are quite recent and up to
date with accurate medical procedures, discoveries, and record keeping. The up-to-date records
aid in the reliability of the information synthesized from these materials. Additionally, there were
aggregations of different types of studies. Information was synthesized from 11 retrospective
case series, 10 case series, 6 retrospective analyses, 4 retrospective cohorts, 3 case control, and 2
retrospective observational studies. Additionally, a singular study is represented from each of the
following study designs: population-based cohort, cohort crossover, prospective cohort, nested
case control, cross-sectional, ecological, and observational. Moreover, all but one of the articles
were published by multiple authors and there were three authors who had two works contributed
to this study. Each of the articles met the same inclusion criteria. However, there was variation
among the topics discussed under the umbrella of maternal mortality. Specifically, much
variation existed in each article among which sphere of influence from the SEM was covered
predominately. This information provides a broad picture of the surveyed studies in hopes to
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summarize the data. Specific themes and findings from these varying studies are to be discussed
in greater detail.
Themes from Literature
Various themes from the literature emerged from this review. To unpack such extensive
research, the main findings have been organized among the 5 levels of the SEM. This has been
done to provide clarity and see where the articles have points of agreement as well as
inconsistences across each level of an individual’s health determinants.
Individual Level Determinants. Throughout this research there was an abundance of
discussion and studies revolving around individual factors that affect maternal health. Some
individual level determinants would include characteristics such as age, literacy levels, marital
status, behavioral choices, existing health conditions, etc. In summary, this level includes factors
that revolve around a person’s self, their traits, and their independent choices. After reviewing
the research in these included articles, the most reported individual level determinants
contributing to disproportionate mortality for African American women included age of over 35
years, lack of prenatal care, preexisting comorbidities, lower health literacy and socioeconomic
status, as well as factors from chronic stress. Many of the articles explained that there is a higher
risk of maternal mortality at an older age. Thus, the difference in mortality rates widens much
faster for African American women than it has shown to for non-Hispanic White women and
other races (Harper et al., 2004; James et al., 2005; Koonin et al., 1997). Koonin et al. (1997)
specifically point out that “The risk for pregnancy-related death was 10.2 times greater for Black
women aged greater than or equal to 40 years than the risk for Black women aged 20-24 years;
the risk was 5.0 times greater for White women aged greater than or equal to 40 years than the
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risk for White women aged 20-24 years” (para. 23). Not only is age presenting as a prominent
factor, but so has level of prenatal care. Many of the articles had findings that show African
American women being far less likely than other racial and ethnic groups to receive prenatal
care, especially during their first trimester (Tucker et al., 2007). This often leads to signs and
symptoms going unnoticed such as with ectopic pregnancies and the many dangers they cause
for pregnant mothers (Andersen et al., 2004; Harper et al., 2004; Koonin et al., 1997). Another
key individual death factor was preexisting comorbidities. Numerous, if not the majority, of
reviewed studies discussed how African American women were disproportionately more likely
to suffer from obesity, hypertension, and diabetes among other existing conditions that impacted
their ability to survive the pregnancy (Brown et al., 2011; Oyana et al., 2015; Petersen, 2019). As
mentioned, chronic stress, education levels, and other factors also were found to contribute to the
findings in this section. Such factors are believed to have contributed to making Black women
“vulnerable to the adverse consequences of unequal conditions….” (Vilda et al., 2019, p. 6).
Finally, something interesting and a bit conflicting with commonly held societal beliefs behind
this issue would be studies by Saftlas et al. (2000) and Goffman et al. (2007) (as well as others)
highlighting the fact that all these individual factors mentioned, alone, do not fully account for
the great gap that exists in maternal health between non-Hispanic Black women and the rest of
society. Their research shows that Black women are indeed likely to suffer from all these
individual determinants mentioned at a disproportionately higher rate, but they posit that there
must be a greater reason behind this issue as not all these women are in impoverished, high-risk
areas with no resources (Goffman et al., 2007; Saftlas et al., 2000). These findings point to a
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greater issue behind the mortality rates that is much farther than skin deep. The following
sections will continue to help unpack this predicament.
Interpersonal Determinants. While individual factors revolve around oneself, the
interpersonal level of the SEM investigates how one’s immediate social networks and support
groups impact their health. This would include interactions with friends, families, coworkers, and
anyone else in that realm of influence (Mckenzie et al., 2016). Upon review of the articles
included in this study, some of the major themes emerging from this level included the
significance of marital status, social support (or lack thereof), as well as homicide rates, and
impacts of racism and discrimination. Marital status was found to be an influential factor in
maternal mortality rates of all women. However, it was also found that non-Hispanic Black
women were much more likely to fall under the unmarried status. Unmarried Black women were
greater than 1.3 times more likely to die than married Black women from pregnancy related
factors (Koonin et al., 1997). Many of the authors had similar findings, with attributes to the
support received from such a relationship, as well as the likelihood of unintended pregnancies
decreasing within a marriage (Moaddab et al., 2018; Singh, 2021) . Going off the importance
found in social support systems, when it comes to maternal outcomes, there were very interesting
themes of both Black women immigrants and refugees being more likely to survive pregnancies
than Black American citizens themselves. One article found that, immigrant Black women and
immigrant White women had 33% (risk ratio [RR]=0.67; 95% CI= [0.52-0.82]) and 49%
(RR=0.51; 95% CI= [0.41-0.61]) lower mortality rates than their US-born counterparts,
respectively (Singh, 2021). Data such as these are alarming and surprising at first glance.
However, this immigrant paradox is something that may be attributed to greater ties and
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reverence to social support that immigrants and refugees carry with them into American society.
Examples may include differences in support as mentioned, access to care, preconception of
health, and behavioral risk factors that vary from typical American citizens (Singh, 2021).
Moving forward, Black women were more likely to suffer risks of homicidal encounters. Studies
showed that homicide was the second leading cause of injury-related death among women aged
15 to 24 years among Black women of reproductive age, and that among women under the age of
35, the homicide rate for Black women (15.8 per 100,000) was more than 3 times higher than
that for White women (4.3 per 100,000) (Chang et al., 2005). This interpersonal interaction
posits dangers for African American women at a much greater risk than other expecting mothers.
Lastly, in this area another significant theme from many citations included the impact of
“weathering” and chronic stress experience from both daily interactions in social networks, as
well as in the health care setting (Petersen, 2019). Racism and discrimination based on gender
and race has profound effects on maternal outcomes. This idea branches into the organizational
sector as it implies quality of care in health institutions and is further discussed in the following
sections.
Organizational Determinants. The third realm of influence discussed in the SEM
differs from the past two in that it includes higher institutions and governing bodies whose rules,
regulations, and practices may affect an individual. This organizational level includes social
institutions and organizations as factors that impact health (Mckenzie et al., 2016). A summary
of findings from the organizational level highlights maternal deaths attributable to implicit racial
bias, lower quality of care in Black-serving health centers, lower access to preventative
measures, and a higher incidence of life-threatening medical procedures. More specifically, on
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the topic of implicit racial bias in healthcare affecting maternal mortality, research found
incidence of such reportings. These reportings affect a whole string of health-related measures
including “patient-provider interactions, treatment decisions, patient adherence to
recommendations, and patient health outcomes” (Petersen, 2019, p. 764). If patients are
uncomfortable in their healthcare setting, they are far less likely to receive necessary care, attend
follow ups, and other key events that could be lifesaving in a pregnancy. Moreover, multiple
sources found a lower quality of care present in Black-serving hospitals. Black-serving hospitals
and health centers refer to health locations where the patient population is predominantly or
highly representative of the non-Hispanic Black community. Unfortunately, out of at least 15
quality care indicators, Black-serving hospitals scored much lower than predominately White- or
Hispanic- serving hospitals (Creanga et al., 2014). Some of these indicators included rates of
puerperal and urinary tract infections, puerperal cerebrovascular disorders, and child-birth related
embolisms. Health concerns arising from blood transfusions and in-hospital mortality rates were
also more prevalent in the hospitals serving Black communities. Not only is there a prevalent and
obvious difference in the quality of care between hospitals and communities, but this issue is also
found within the individual hospitals. Even in White- and Hispanic- serving health facilities, it
was found that quality of care was not consistent between ethnicity and race of patients.
Generally, non-Hispanic Black patients had rates ranging from 1.19 to 3.27 times greater than
their non-Hispanic White counter parts for at least 11 separate indicators (Creanga et al., 2014).
This is an alarming statistic that demonstrates the inequity of care seen in both Black, Hispanic,
and White-serving hospitals for the Black community. Petersen and authors support these data
explaining that the lack of access to quality care and specialist professionals throughout
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preconception, during pregnancy, and postpartum time periods is insufficient in Black-serving
facilities and has affected maternal outcomes (Petersen et al., 2019). Lastly, discussed in depth
over multiple sources was the prevalence of unnecessary surgeries, such as cesarean sections in
Black women, resulting in increased maternal mortality rates. This could be attributed to the
lower quality of care in Black-serving areas, as well as a general unawareness of this minority’s
bodies in the field and practice of medicine (Singh, 2021). The organizational level is key to
maternal outcomes because it serves as the mother’s point of care. If doctors and staff are not
trained in the differences in recognizing infection and medical ailments on a variety of skin
tones, women may be misdiagnosed and mistreated, with a realization that they are not
understood. If women of all colors are not treated or seen properly by medical professionals, they
will not feel comfortable getting care when they need it most. Overall, it is clear the one-size fits
all approach that has been used by American society for pregnancy prenatal care does not work
for minorities such as Black women. Various suggestions are made later in response to these
findings.
Community Determinants. Now that the first three levels of the SEM have been
covered, there were also significant findings in the community sector of health determinants.
This section involves a focus on cultural values, norms, inter-organizational connections and
more (Mckenzie et al., 2016); thus, this is a broader, more all-encompassing look at how one’s
surroundings affect their health. When it comes to maternal mortality, several community factors
continued to reappear in various studies. Some of these notable factors include culminating
social stressors, community poverty, a lower access to health facilities, as well as geographic
inequities in quality of healthcare received among Black women. Leonard et al. (2019) discussed
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the racism and stress during pregnancy women faced everyday as key factors in pregnancy
outcomes. In turn, they described how this content area is understudied, pointing out how the
individual or patient-level determinants in their study did not explain the apparent disparities in
maternal mortality among race (Leonard et al., 2019). It was also discovered that impoverished
neighborhoods had a twofold increase in Black maternal mortality compared to affluent areas
with greater access to health care (Singh & Lee, 2021). Moving forward, community location
was a factor affecting maternal health and survival rates. Women in areas with more health
centers were more likely to have access to life saving medical care. Specifically, Black women in
small urban towns and rural areas had significantly higher maternal mortality rates compared to
women in inner cities and large- and mid-size metro areas (Singh, 2021). Overall, the trends
show that the greater access to health care in terms of location, affluence, and attitudes among a
community, the better the maternal outcomes for African American women.
Public Policy Determinants. This final field of influence in the SEM includes the
broadest determinants of national, state, and local laws; regulations, and other governing bodies
that make decisions affecting health statuses (McKenzie et al., 2016). Findings in this area
revolve around the detrimental effects public policy, health insurance, inadequate social policies,
and lack of reproductive advocacy have had on maternal mortality of African American women.
In correspondence with the topics of public and social policies, several authors mentioned the
presence of vulnerability these women experience. Unfortunately, there are not many programs
or policies in the form of laws or initiatives that reach outside the “one size fits all” approach to
health care America has implemented. For example, many prenatal classes cater to couples, not
single moms. While many programs simply ask for a supportive partner, the perception can be
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misconstrued that this must be the father of the baby. This indicates needed improvements in the
perception of prenatal care available to women. Another example includes Black-serving
hospitals having a lower quality of care with fewer educational resources on pregnancy. It is
suggested that various public health programs and social policies should complement medical
practices when these determinants are considered. Saftlas et al. (2000) states, “models of prenatal
care must be flexible enough to allow for the possibility that Black women in the United States
may have risk factors not traditionally considered by health care providers, especially
psychological and social stress” (p. 418). Additionally, there are discrepancies and concerns
when it comes to quality of care and type of insurance an individual is covered by. A larger
population of Black expecting mothers are covered by Medicaid than other ethnicity groups.
When quality of care and health outcomes are compared to private insurance, Medicaid scores
lower, ultimately correlating with the increased risk for maternal mortality seen in this sector of
the population (Oyana et al., 2015). As mentioned, a greater proportion of Black mothers are
either covered by Medicaid or are uninsured. Saftlas et al. (2000) discuss how women will
become pregnant while uninsured, only then to realize they need insurance. By the time they
have completed the process for Medicaid coverage, they are already months into their pregnancy.
At this point, both serious and preventable maternal health issues that could have been caught
early on are now being seen later, with increased complications, at a potentially decreased
quality of care. Not only are Black women less likely to receive prenatal care early on, but the
care they are likely to receive is consistently poor, resulting in a two-factor problem. It is very
possible that Black women are aware of the inconsistent quality of tests and advice offered to
them. Studies explain how women feel that the cost to attend these visits and receive proper
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prenatal care often outweighs the benefits they receive due to previous experiences with their
insurance and coverage (Saftlas et al., 2000). In summary, American policies do not provide
ample support for pregnant women as it is; with the vulnerability caused by multilevel
determinants that African American women are experiencing, there is a greater need for
reproductive rights and advocacy to help fill-in these gaps.
Overall, there was an abundance of information to sift through in this review. The
numerous studies provided a range of determinants from all levels of the SEM, thus covering all
walks of a mother’s life. Much of the research from each segment tied into the next, showing
how interconnected and important communities, organizations, policies, and more are to a
women’s health.
Discussion
Inconsistent and Supportive Findings
Findings from this review were continuous, in that much of the information was
supportive of findings from other authors. Among common themes was the overwhelming
agreement that non-Hispanic Black women are far more likely to die from pregnancy related
complications than any other ethnicity. Additionally, each segment of the research showed how
it is impossible to solve such a prominent issue by only looking at individual health statuses of
expecting mothers. Rather, much of the research provided evidence in the integration of all levels
of SEM, contributing to this nationwide problem.
Inconsistent findings were not as common. There was one commonality, however:
authors agree the existing research is insufficient for broader levels of community and public
policy intervention and requires more research. Some articles focused more heavily on one or
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two areas of the SEM than others, making it hard to see their thoughts on the big picture of
health. In summary, this review was interesting, as it showed emerging themes and several
differences between findings from each of the authors.
Strengths
Strengths of Articles Included
There are many strengths and positive points regarding the selection of articles included
in this thesis. First and foremost, there were hundreds of articles reviewed in the process of
narrowing down the studies to be included. This means the final articles in this review are of
high quality and met inclusion criteria that many other articles did not. Additionally, the articles
are from various databases with synchronous search terms- in part, alleviating a prominent
concern of bias. Thus, the thorough selection process of these 43 articles ensures they are all very
relevant and specific to the topic of maternal mortality among African American women in the
United States. Moreover, the articles are all scholarly, empirical, primary sources- with no
exceptions, covering a large body of relevant, real world applicable research. All these points
add to the strength of using these sources in this systematic review. Finally, the selected sources
come from a variety of authors, methods, and years, resulting in a diverse text that shows many
study methods that lead to the same conclusion- maternal mortality is a problem to be addressed
at multiple levels of the SEM.
Not only are the sources themselves meeting rigorous criteria, but many of the sources
express one common theme: the call to action they share. The articles included unanimously
point out that maternal mortality is a prevalent, alarming issue that begs the attention of more
research. Moreover, the issue at hand is clearly greater than individual level determinants, as
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many of the articles also agree on the point that these individual factors do not fully explain the
great problem at hand. The criteria these individual articles meet, as well as the overarching
themes and call to action they each bring to light are some of the many strengths of the research
included in this review.
Strengths of Study Methodology
There are numerous benefits to using a systematic literature review as carried out in this
study. One of the greatest strengths of this type of research is its ability to survey a broad base of
information. Rather than strictly looking at or providing results from one study, hundreds of
scholarly, respected sources are often compiled to show greater trends and provide an overview
of what currently exists in a body of research on a given topic. This is both informative and
useful in the application of decision making, especially in the field of public health. Using a
larger body of data that shows trends over time can help bring to light an issue and show what
work has been done in that discipline, as well as what work remains to be done or areas needing
further discovery. More specifically, the chosen meta-analysis of the PRISMA guidelines
provides very specific steps for data collection and analysis. This leads to a much more thorough
approach then one would have if they simply read through articles with no attention to detail. It
also helps remove some of the ambiguity and bias that can come from selection of articles to
include. Moreover, the systematic literature review centers around a clear question to drive its
research. This helps focus the study in on one problem to be practically addressed. Overall, there
are functional and applicable components to the systematic literature review, specifically in
combination with the PRISMA framework that add to this study design’s credibility and
reliability.
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Limitations
Limitations of Articles Included
The strengths of the articles and methodology included in this review are plentiful.
However, it is important to cover areas that could be improved, gaps in research, and limitations
to both the articles and research in this thesis, as well as within the chosen methodology itself.
One of the clearest limitations would be how many of the articles disproportionately cover
individual level determinants. It was a struggle to find articles that thoroughly review the issues
of organizational, community, and public policy related factors and their effects on maternal
health. While this supports the problem being presented as legitimate and worthy of further
research, it poses some difficulties in getting an accurate picture of progress in the outer spheres
of the SEM. Also, as mentioned, many of the reviewed studies point to the issue that more
research needs to be done on the areas of quality of care, implicit racial bias, medical coverage,
community norms, and related topics’ effects on maternal health. Again, the consensus from
authors that racial inequities are present in maternal morbidity and mortality does support this
thesis’s claim that maternal mortality is an issue that has gone far too long unaddressed.
However, it means this topic is relatively uncharted territory when it comes to the body of
medical research available. It is hard to know how accurately the problem is being addressed,
when some of the current research is still coming to conclusion that more work needs to be done
in this field to determine a proper solution. Another limitation of the research itself would be the
wide variety of reasons behind maternal mortality that have been posited. It is hard to thoroughly
review one area in a small study, when the research is broad and encompasses multiple facets
within maternal mortality. Lastly, while this is a strength in its own way it would be a mistake
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not to mention the confusion and risk of misinformation that comes with reviewing information
from various authors, over various study designs, across the spans of many years. Overall, the
research on this topic is very broad and, in many ways, just getting started, resulting in several
limitations that are key in addressing the situation accurately and objectively.
Limitations of Study Methodology
While there are numerous strengths to the systematic literature review methodology, it is
crucial to point out areas of limitation in this type of study. As mentioned, a literature review
such as this involves sifting through hundreds of studies. First, there are an abundance of
valuable facts and statistics that could not be included in the review due to spatial and temporal
restraints. Additionally, due to the volume of reviewed research, difficulties arise when
combining all the findings from a variety of authors and study designs. Specifically, comparisons
are made between studies that have varying numbers of participants, lengths of time covered, and
more. Logical fallacies and inconsistencies are a potential problem for reviews if these
comparisons are made between too many unrelated topics. Moreover, quality determinacies and
inclusion of citations can become subjective if a metanalysis is not adhered to. Other limitations
include any personal bias in how evidence is analyzed and relayed in writing. In other words,
personal bias may impact both the extraction and synthesis portion of data collection.
Handpicked quotations and themes from the articles reviewed run the risk of being misconstrued,
to fit one’s personal agenda. Finally, it is nearly impossible to review all the existing information
on one topic. While a review can be very comprehensive and thorough, there is the reality that
not all the existing research in the chosen discipline has been reviewed or accounted for,
resulting in gaps within the research. Overall, the PRSIMA structure chosen within this
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systematic review helps to buffer some of these limitations, however they do remain present
within the integrative review methodology context.
Implications and Recommendations
The topic of maternal mortality inequities among race and ethnicity is of great
importance because not only does it affect current citizens, but also future generations since
maternal and infant health are inextricably linked. Mothers deserve security, safety, and
confidence in the ability to create life, while sustaining their own. Most maternal deaths are
preventable, and many countries with fewer funds and resources than America consistently
perform better on this indicator (Tikkanen et al., 2020). Both the preventable nature and
multigenerational impact of maternal mortality makes this a public health issue with possible
solutions. An examination of the multi-level factors behind the alarming maternal mortality rate
of African American or non-Hispanic Black women is a step toward identifying multi-level
interventions needed to address this issue going forward.
After reviewing the literature on the topic, several recommendations can be made in the
levels of organizational, community, and public policy. The first of these is that more research
needs to be done in these areas. This review demonstrates the real effects of organizational
practices, community norms, and public policies on maternal health. Thus, in bringing to light a
health statistic that continues to get worse, there is no reason to avoid studying these broad
determinants that negatively contribute to maternal mortality. Further, research emphasizes a
need for restructuring and rethinking the way the American health care system currently works.
Numerous studies made it very clear that African American women were at least three times
more likely to suffer negative health outcomes (Centers for Disease Control and Prevention,

A GROWING HEALTH INEQUITY IN AMERICA

26

2020). Additionally, authors consistently agreed the unusually high rate of maternal deaths were
not strictly attributable to one’s age or health status. These facts demonstrate the multi-faceted
nature behind maternal mortality that is rooted far deeper in society than it is in the individual.
This thesis has also demonstrated how non-Hispanic Black mothers in America live in
underserved areas- areas where access to health care is not easy to come by, let alone quality
care. America has operated on a similar health care model for years, evidenced by the lack of
improvement in the maternal health statistic. Thus, it is suggested that improvements in health
coverage inclusion and greater attention be paid to this specific population. An example of a
practical solution on the organizational level includes hospitals and various health centers
implementing protocol that standardizes initiatives focused on quality of care for all patients.
This hospital wide policy could also ensure that implementation of such a training program is
strictly enforced and encouraged in facilities that are known to serve non-Hispanic Black
mothers at a higher rate (Petersen et al., 2019). Further, with the knowledge that Black-serving
hospitals historically provide lower quality of care, medical institutions can target quality efforts
to these areas. Starting in the areas with the room for most improvement could prove to be a
beneficial way to help narrow the gap and offer consistent perinatal care to all women irrelevant
of their residence. Examples of quality improvement efforts could include specific staff trainings
on medical practices for minority groups, pre-natal and perinatal classes for single mothers, and
perinatal counseling and education sessions offered at identified health facilities. Additionally, as
some authors reported, practitioners and policy makers must note that many of the determinants
addressed in this thesis are not always under women’s control. Examples of health determinants
not in a mother’s control can include the number of health facilities in her community, the
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services offered there, and the level of training the health care providers have. It is suggested that
programs and policies advocating for maternal health come in and complement areas where
women are not adequately supported in these ways. Particularly, research suggests the prenatal
care models increase their flexibility to account for the fact that Black women in America may
experience risk factors that may not be considered traditional by most professionals and health
care providers. More non-traditional determinants of health include psychological and social
stress that comes with a lifetime of endured implicit racial bias and medical underrepresentation
(Saftlas et al., 2000). This is not a political debate, but rather a health crisis as studies have
shown an inexplicable deterioration seen in the health of non-Hispanic Black women in the
United States (Saftlas et al., 2000). Minority inclusion is imperative at every level of the health
facilities to not only provide proper care, but to increase the odds of women choosing to seek
care when they normally would not. Finally, on a policy level, it is recommended that equal
access to quality care, insurance, and other high-risk factors are being addressed through
mandates and health care standards. This legal aspect to health ensures that women who are
already in high-risk pregnancies can receive local care in hospitals prepared to provide
specialized treatment, procedures, and advice- no matter their race or ethnicity (Petersen et al.,
2019). While these recommendations are not all encompassing, they point to how society must
work at multiple levels to achieve greater health outcomes and safety for mothers in the United
States.
Conclusion
This systematic, integrative literature review follows methods from the PRISMA
guidelines to uncover research on the topic of maternal mortality among African American, non-
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Hispanic Black women of the United States. Specifically, the point driving this research is what
factors contribute to the incidence of maternal mortality among non-Hispanic Black women in
the United States? After much deliberation, it is evident that there is not one answer to this
question. Rather, this inequity in health has been built on years of harsh realities and inequalities
across many areas of life. The SEM has guided the organization of this research to help stratify
findings based on their level of influence in a woman’s life.
It can be concluded that the disproportionate burden of maternal mortality among the
African American population is rooted in inequitable policies, cultural norms, and health
practices. Each of these factors have contributed to and exacerbated the increased incidence of
health morbidities, life stressors, access to health care facilities and preventative care, as well as
a decreased quality of care over the course of a women’s lifetime and pregnancy. The root of the
issue is much broader than one individual’s lifestyle or choices. This review describes an
alarming and dangerous health predicament that has no reasonable excuse to prevail in such a
modern society. American policies, standards, and practices can be implemented to help fill in
the gaps where health care has not for these mothers. Ultimately, the topic of disproportionate
maternal mortality has ample room for discovery and growth. Not only are mothers lives at
stake, but thousands of babies’ lives are too. Public health and medical professionals have a
unique opportunity to help society break down generations of racism and inequities seen today.
There is absolutely no place for such inequities in a country that was founded on valuing and
regarding all human life as sacred. The topic of maternal mortality runs far deeper than one’s
skin, as society has a clear reason to work together on organizational, community, and policy
levels to turn the issue around before more American citizens die unnecessarily.
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Appendix
Appendix A: PRISMA Framework

Appendix B: SEM Based off Findings

Appendix C: Data Extraction Table
First author

Year

Study Design

Study Population

Sample size

Determinants/contributing factors reported

Outcomes reported

2004

population-based casecontrol study of
pregnancy-related deaths

mothers identified as
African American or
white and of nonHispanic ethnicity on
birth certificates.

1059 African Americans, of whom 60 (5.7%)
were cases, and 2452 whites, of whom 47
(1.9%) were cases

socioeconomic and medical risk factors

Harper, M.A.

analysis confirms that there is a strong association
between race and pregnancy-related death, even
after adjusting for potential predictors and
confounders.

James, A.H.

2005

90% of all U.S.
hospital discharges

9,135,755 pregnancy-related discharges.
Among the pregnancy-related discharges,
2,850 cases of stroke were identified. Of
these cases, 301 (11%) were antepartum,
1,172 (41%) were at the time of delivery, and
1,377 (48%) were postpartum. As
summarized in Table 1, among the cases of
stroke, 1,325 (46%) were pregnancy-related
cerebrovascular events

Pregnancy related stroke due to:
hypertension, preeclampsia, infection, delivery,
the puerperium, nonwhite race, and age older
than 35

African American women had the highest risk of
stroke (52.5 per 100,000 deliveries) compared with
Hispanic women (26.1 per 100,000 deliveries) or
white women (31.7 per 100,000 deliveries, P <
.01). Within all 3 racial or ethnic groups, women
aged 35 years and older had a higher risk of stroke
(59.9, 63.2, and 41.8 per 100,000 deliveries for
white, African American, and Hispanic women,
respectively).

Koonin, L.M.

1988

reports of maternal
deaths for selected
years between 1980
and 1985 were
contributed
voluntarily by
collaborators from 19
reporting areas of the
United States (16
states; New York
City; Puerto Rico;
and San Jose,
California)

Of the 714 deaths reported to the
Collaborative for the years 1980-1985, 601
were classified as maternal and 111 as
nonmaternal.

Age, Race

Overall, women of black and other races had
higher maternal mortality ratios than white women

Koonin, L.M.

1997

1,618 potential
pregnancy-related
deaths were reported
to CDC for 19871990.

1,459 deaths were used as the basis of this
analysis
(After exclusions from the total 1,618)

Age, Race, Marital Status, educational level,
prenatal care

The Nationwide Inpatient
Sample- a 20% stratified
sample of all discharges
and allows for national
estimate

analysis of identified
pregnancy-related deaths
in the United States from
1987 through 1990

Pregnancy-related mortality ratios continued to be
three to four times higher for black women than for
white women (2,3,17). The risk for pregnancyrelated death was consistently higher among black
women than among white women for every factor
evaluated by race in this analysis.

Leonard, S.A.

Liu, B.

2019

Cohort Study
population-based data set
of delivery discharge
records and birth
certificates to fill gaps in
the understanding of
disparities in SMM
(severe maternal
mortality) and patientlevel contributors.

data from all recorded
live births that
occurred in California
from January 1, 1997,
to December 31,
2014

8,252,025 live births during 1997–2014

2019

population-based cohort
study using nationwide
birth certificate data from
the US National Vital
Statistics System for 2016
and 2017

included all mothers
who had a live
singleton birth and
who did not have
preexisting
hypertension or
diabetes

7,141,630 singleton livebirths in our analysis

2020

Cohort crossover study

Data from all hospital
admissions for New
York, California, and
Florida for a 7- to 10year period.
Participants included
all women admitted
for labor and delivery
who were older than
12 years and did not
have a prior diagnosis
of ICH

NOT ABOUT
MATERNAL
MORTALIT
Y

Meeks, J.R,

Mehta, P.K.
Review?

2020

retrospective
observational descriptive
analysis
We conducted a
retrospective
observational descriptive
analysis of Louisiana
Pregnancy-Associated
Mortality Review data of
47 confirmed pregnancyrelated deaths occurring

Confirmed pregnancy
related deaths in
Louisiana

3,314,945 pregnancies

47 confirmed pregnancy-related deaths
occurring from 2011 to 2016.

-Maternal Comorbidities: obesity, hypertension,
and diabetes; cesarean births, advanced maternal
age, multiple gestation, placental conditions,
drug and alcohol abuse, and several pre-existing
and gestational conditions. Anemia before
delivery
-inequities ranging from patient characteristics
to health care policies
-anemia
-BMI
-race/ethnicity

Intracerebral hemorrhage during third trimester
and first 12 postpartum weeks
Age
Race
Hypertension
Preeclampsia/eclampsia
Tobacco use

Level of birth facility

The current findings suggest that individual-level
factors contribute to, but do not fully explain, these
disparities.
our study supports public health endeavors to
consider factors beyond those captured in
administrative data sets, including patient-reported
measures of stress, structural racism, and cultural
congruency between health care providers and
patients.

There are age and race disparities in ICH risk that
are associated with devastating maternal and fetal
outcomes

Compared with non-Hispanic white women,
pregnancy-related deaths that occurred among nonHispanic black women in Louisiana from 2011 to
2016 were more likely to be preventable.

from 2011 to 2016. The
review team determined
cause of death,
preventability, and
contributing factors

Miller, E.C.

2020

Cross sectional analysis

Oyana, T.J.

2015

retrospective space-time
analysis scan for
statistically significant
clusters with high or low
rates by a Discrete
Poisson Model
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Analyzing National vital
statistics data

data from the
Healthcare Cost and
Utilization Project's
National Inpatient
Sample (NIS) from
1998 to 2014

We identified
counties in the 48
contiguous USA
where observed low
birthweight (LBW)
rates were higher than
expected during a
five-year study
period. The
identification was
conducted using a
retrospective spacetime analysis scan for
statistically
significant clusters
with high or low rates
by a Discrete Poisson
Model.

National vital
statistics data from
1969 to 2018

A total of 65 286 425 women, aged 15 to 54
years, were admitted for delivery from 1998
to 2014

Race/ ethnicity
Hypertension
demographic factors: maternal age, year of
delivery, insurance status (Medicaid, private,
Medicare, other, or uninsured), and ZIP code
income quartile. Hospital characteristics
included bed size (small, medium, or large),
location and teaching status (urban teaching,
urban nonteaching, and rural), and region
(Northeast, Midwest, South, or West)

There was a higher proportion of black women in
the stroke group, compared with the non-stroke
group (16.4% in stroke group versus 10.8% in nonstroke group; P<0.0001).

teen birth rate, adult obesity, uninsured adults,
physically unhealthy days, and percent of adults
who smoke, low birth weight

The development of a multi-level, multidimensional surveillance system is needed to
increase our understanding of the broad array of
risk and protective factors associated with
pregnancy-related morbidities and mortalities.
The county-level predictive measures of LBW
offer new insights into spatiotemporal patterns
relative to key contributory factors. An external
framework provides a promising place-based
approach for identifying “hotspots” with
implications for designing targeted interventions
and control measures to reduce and eliminate
health disparities.

maternal race/ethnicity, socioeconomic status,
nativity/immigrant status, marital status, area
deprivation, urbanization level, and cause of
death

The risk of maternal mortality remained 2.3 to 5.3
times higher among Black women than White
women during the past 5 decades. In 2018, the
maternal mortality rate for Black women was 33.5
deaths per 100,000 live births, 2.4 times higher
than the rate of 14.0 for White women.

Singh, G.K.

2021

National vital statistics
data from 1999 to 2017
were used to compute
maternal mortality rates
by sociodemographic
factors. Rate ratios and
log-linear regression were
used to model mortality
trends and differentials.

1999-2017 data from
the National Vital
Statistics System, the
national mortality
database

Appendix D: Articles Included in the Review
Author, Year

Study Design

Agbemenu et al., 2019

Case Series

Al-Ostad et al., 2015

Population-based cohort

Anderson et al., 2004

Case Series

Berg et al., 2010

Case Series

Berg et al., 2003

Case Series

Booker et al., 2018

Retrospective Cohort

Brown et al., 2011

Retrospective Case Series

Campbell et al., 2013

Retrospective Case Series

Chang et al., 2005

Case Series

Creanga et al., 2014

Retrospective Case Series

indirect obstetric causes and specific chronic
conditions by maternal race/ethnicity,
socioeconomic status, nativity/immigrant status,
marital status, place and region of residence, and
cause of death.

While US maternal mortality from direct obstetric
causes has declined during the past two decades,
maternal deaths due to indirect causes, particularly
from pre-existing medical conditions, including
CVD, have increased.1,9,10,16 As is the case with
overall maternal mortality16, socially and
economically-disadvantaged demographic groups
and communities experience 2-to-6 times higher
risk of maternal mortality from indirect causes.

Koonin et al., 1997

Case Series

Koonin et al., 1988

Case Series

Lawson et al., 1994

Retrospective Case Series

Leonard et al., 2019

Retrospective Cohort

Limaye et al., 2019

Retrospective Cohort

Macdorman et al., 2017

Observational

Mackay et al., 2001

Retrospective Case Series

Meeks et al., 2020

Cohort Crossover

Mehta et al., 2020

Retrospective Observational

Miller et al., 2020

Cross Sectional

Moadabb et al., 2018

Retrospective Observational

Nelson et al., 2018

Retrospective Analysis

Oyana et al., 2015

Retrospective Analysis

Petersen et al., 2019

Retrospective Analysis

Rosenberg et al., 2006

Case-Control

Saftlas et al., 2000

Nested Case Control

